absolutely tied down to the promontory by cicatricial adhesions. After the removal of the ossicles the vertigo disappeared almost entirely and it could no longer be induced by pressure on the tragus. The explanation of the relief is probably that the malleus fixation rendered the incus and stapes immobile and that the pressure of air when the tragus was pushed in acted upon the membrane of the round window with an abnormal degree of disturbance of the internal ear owing to the loss of the safety-valve action of the stapos in the fenestra ovalis.
Parotid Fistula following Mastoid Operations.
By NORMAN PATTERSON, F.R.C.S.
PATIENT, a girl, aged 12. History of right otorrhcea on and off since infancy. Seen at London Hospital, September 19, 1921. History of severe pain. Purulent discharge present, right ear; redness and bulging posterior meatal wall; posterior perforation; tenderness over mastoid. Temperature 100.60 F., pulse 120, respiration 24. Operation same day. Complete mastoidectomy, bone cellular, cholesteatoma in middle ear, lateral sinus exposed and appeared healthy. September 21: Temperature 1030 F., pulse 120. Wound opened up.
Decomposing blood clot and sloughs removed. Lateral sinus examined but looked healthy. On November 26 the temperature, which had fallen to normal, rose to 1020 F. Anesthetic given. More sloughs removed. The lateral sinus was found to contain a parietal clot. The operation was completed by ligaturing the internal jugular vein. Examination of cerebro-spinal fluid obtained by lumbar puncture negative. Blood culture grew a hwemolytic streptococcus. For a week temperature swinging, up to 1040 F. After this temperature slowly came down to normal, and patient was sent to convalescent home on November 28.
On February 1, 1922, swelling noticed in operation scar. This swelling burst; the discharge was at first blood-stained, then clear. The discharge persisted. It was not at this time realized that it came from the parotid. May 22, 1922: Wound opened up and curetted. It was discovered that the sinus did not lead into -the mastoid cavity.
Present condition: Middle ear healed. Depressed scar over mastoid with very small opening from which saliva persistently drains. The flow is increased by getting the patient to chew something, such as a sweet. The fluid has been examined by Dr. Panton, who reports that diastase is present in large amount.
The patient will shortly be readmitted, and it is proposed to cauterize the fistula.
DISCUSSION.
Mr. H. J. BANKS-DAVIS said that four years ago1 he showed a man, aged 50, with parotid fistula, who came to the casualty department with " earache," and developed a small abscess at the tip of the mastoid. It was opened by the house surgeon and a clear salivary discharge developed from the minute scar in the neck. Healing was very slow. He tried cauterizing it, and eventually it was cured by ionization. Cauterizing might make the sinus larger, and he would suggest ionization with a metal probe in the sinus first.
Mr. NORMAN PATTERSON (in reply) said that he brought the case as a curiosity, and in order to elicit suggestions as to treatment. He had intended to cauterize the fistula, but he delayed that procedure until he had shown the case to the Section. If cauterization did not prove successful, he would try ionization, and report the result.
Ossification of Incus to Tegmen. By SYDNEY SCOTT, M.S. THIS specimen is from a case of radical mastoid operation for cholesteatoma; bony ankylosis of the body of the incus to the tegmen was discovered.
In the case of cholesteatoma there is usually no trace of the incus. In the specimen shown the incus was perfect except where the body and posterior limb were fixed to the tegmen by a mass of new bone. The patient was very deaf, as one would expect with this bony ankylosis;
Case of Acquired Atresia of the Auditory Meatus. By E. LOWRY, M.B.
MRS. C., aged 32, has been complaining of deafness in the left ear for the last two years.
History: Three and a half years ago she had a lower left molar extracted, after which she first noticed discharge from the left ear which lasted for four weeks. There is no history of any previous illness.
Present condition: Right ear normal. Left ear completely deaf as regards air conduction. Rinne negative. The meatus is completely closed by a fibrous membrane close to the surface. This case is shown in order to obtain advice as to operative treatment.
Case of Vertigo (simulating " M&nire's Disease ") with Anomalous Nystagmus Reactions. By Sir JAMES DUNDAS-GRANT, K.B.E., M.D. K. A., FEMALE, aged 35, first seen by the exhibitor in November, 1922, complained of frequent attacks of vertigo with vomiting, the first attack having come on suddenly about a year previously. There was deafness of the right ear, the bone conduction was diminished and the hearing for Galton's whistle did not extend above the mark 34. There was spontaneous nystagmus which, instead of being to the side opposite to the apparent lesion, was towards the same side and there was marked falling to the opposite side. A simple labyrinthine lesion would not produce this. The caloric (cold air) and rotation tests produced normal nystagmus, but to a lesser degree on the right than the left side; there was complete absence of past-pointing to either side and the falling was invariably towards the sound side, whichever ear was acted upon. Wassermann reaction negative. Perhaps a neurological examination will suggest a lesion in the superior cerebellar peduncle. The result will be reported at the next meeting.
